Maiden Community Chiropractic

This notice describes how information about you may be used and disclosed

In the coursed of your care as a patient at Maiden Community Chiropractic, we may use or disclose personal and health related information about
you in the following ways:

*Your information may be disclosed to another provider/hospital if it is necessary to refer you for further diagnosis, assessment or treatment.
*Your records may be disclosed to your health insurance company or employer.

*Your name, address, phone number and/or email address may be used to contact you regarding appointment reminders or for billing purposes.
*If you are not at home to receive an appointment reminder, a message may be left on your answering machine or voice mail.

*You also have the right to refuse to provide authorization for this office to contact you regarding these matters. If you do not provide us with authorization it will not
affect the care provided to you or the reimbursement avenues associated with your care.

*Therapy may be rendered in rooms where other patients are also being treated.
*Should you need to speak with your doctor at any time in private, the doctor will provide a room for these conversation.

Under federal law, we are also permitted or required to use or disclose your health information without your consent of authorization in the following
circumstances:

*If we are providing health care services to you based on the orders of another health care provider.

*If we provide health care services to you in an emergency.

*If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.

*If there are substantial barriers to communication with you, but in our professional judgment we believe that you intend for us to provide care.
*If we are ordered by the courts or another appropriate agency.

Any use or disclosure of your protected health information, other than as described in the examples outlined about, will only be made upon your
written authorization. We normally provide information about your health care to you in person at the time you receive chiropractic care. We may
also mail information to you regarding your health care or about the status of your account.

You have the right to inspect and/or copy your health information for seven years from the date that the record was created of for as long as the
information remains in our files. In addition, you have the right to request an amendment to your health information. Requests to inspect, copy or
amend your record should be provided in writing.

We are further required by law to abide by the terms of this notice while it is in effect. We reserve the right to alter or amend the terms of this
privacy notice. If changes are made to our privacy notice, we will notify you in writing as soon as possible following the changes. Any change in
our privacy notice will apply for all of your health information in our files.

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person or persons to whom we provide the
information and may no longer be protected by the federal privacy rules.

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy activities you should direct your complaint to
our front desk.

This notice is effective as of the date signed below. This notice, and alternations or amendments made hereto will expire seven years after
the date upon which the record was created. My signature acknowledges that | have agreed to the terms of this notice.

Print Name:

Signature:

Date:

Guardian (if applicable) Print Name:

Guardian (if applicable) Signature:

Guardian Date:




MAIDEN COMMUNITY CHIROPRACTIC

PATIENT INFORMATION - PATIENT CHART #

Date: _ / [/

Last Name: First: Middle:

Preferred Name:

Sex:M /F Date of Birth: __ / [/ Marital Status:

Primary Phone #: ( ) Secondary Phone #: ( )

Address: Cell #:

City: State: Zip Code:

Employer: Occupation

Emergency Contact Name: Phone #: ( )
Email: Driver License #:

REASON FOR VISIT

What is the reason for your visit today?

Do you have any pain radiating down your arms/legs? Y/N

Please explain

Have you ever been treated by a chiropractor before? Y/N If so, when?

Are you here as a result of an accident? Y/ N Accident Date: / /

Whom may we thank for referring you?




Maiden Community Chiropractic

Informed Consent

When an individual seeks chiropractic care and a practitioner of chiropractic accepts that
person as a member of their practice, it is vitally important that both parties have the same
desired goals in mind. The objective of chiropractic is to remove a type of nerve interference
that can occur from time to time in the body known as vertebral subluxation.

Vertebral subluxations are misalignment of one or more of the 24 vertebrae in the spinal
column. These misalignments can cause an alteration of nerve functions which in turn causes a
distortion and malfunction to the transmission of the mental impulse, resulting in a lessening of
the body’s natural ability to express its maximum health potential.

A chiropractic adjustment is a specific force which may be manual or instrumental which
helps the body to bring about a correction of the vertebral subluxation. Our method of correction
in this office is by administering specific adjustment to the spine for the correction of vertebral
subluxations when detected by careful examination and analysis. We also use therapeutic
modalities such as ultrasound, mechanical traction and electric muscle stimulation which have
been shown to relieve pain and reduce recovery time.

As with any form of healthcare there is risk involved with seeking chiropractic care.
Those risks include but are not limited to muscle strain, disc injury, fracture, other
musculoskeletal conditions and stoke the latter of which is classified as rare. Talk with your
doctor and inform them of all your current conditions so that your care may be provided with the
least amount of risk possible.

By signing below | have read and fully understand the above description of chiropractic,
the services that will be provided and the risk that is involved and hereby give consent for care.

Print Name:

Signature: Date:

Guardian Print Name:

Guardian Signature: Date:




Maiden Community Chiropractic

Pregnancy Warning & Consent to X-Ray

| understand that if | am pregnant and have x-rays which expose my lower torso to radiation, it
is possible to injure the fetus. | have been advised that the 10 days following onset of a menstrual
period are generally considered to be safe for x-ray exams. With those factors in mind, | am advising my
doctor that:

| am pregnant: Yes / No /Do not know
| could be pregnant: Yes / No /Do not know
| am late with my menstrual period: Yes / No /Do not know
| am taking contraceptives: Yes / No
| have an IUD: Yes / No
| have had a tubal ligation: Yes / No
| have had a hysterectomy: Yes / No
| have irregular menstrual periods: Yes / No

My last period began on:

An x-ray examination may be performed on me with my consent.

Signature:

Printed Name:

Witness:

Date:




Maiden Community Chiropractic - Update Patient Information

We are in the process of updating our records to comply with federal standards, please answer the
following questions:

Name: Date:

Please circle if you have either of the following:

PACEMAKER DEFIBRILLATOR

Please list all surgeries along with year:

Are you currently taking any medications? (circle choice, list or will make copy of list provided)

NOT currently prescribed any medications

YES per this list:

1 mg
2 mg
3 mg
4 mg
5 mg




mg



